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— nurses are educated to assess the 
potential of suicide and prevent suicide in per- 
sons at risk for taking their own lives. If these tasks are 
our responsibility, what happens when a patient 
makes a suicide attempt or, in the worst scenario, suc- 
ceeds at suicide? Are we at fault? Did we err? Are we 
negligent? Is the hospital negligent? Certainly these 
questions are complicated, and simple yes or no 
answers would not suffice. Frequently one hears men- 
tal health professionals state that if a patient really 
wants to take his or her life, he or she will find a way 
to do so no matter what protections are put in place. 
However, with proper interdisciplinary interventions, 
suicide should be a rare occurrence. 

Lawsuits related to suicides began to increase in the 
1980s. Professionals and hospitals are being held liable 
for their actions in the treatment of suicidal patients. 
Therefore, being knowledgeable about the clinical 
interventions for suicidal patients and the legal issues 
surrounding the care of this patient group is impera- 
tive for psychiatric nurses. 

First, consider the role of an inpatient psychiatric 
nurse. In a hospital, a patient may be admitted 
because he or she is identified as suicidal and needs 
protection and appropriate interventions to treat the 
underlying reasons. Other patients may not be identi- 
fied as suicidal on admission; however, with good 
nursing assessment, suicidal intent may be identified. 
In both cases, the nurses must assess the patients’ sui- 
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cidal risk and then share their findings with all mem- 
bers of the interdisciplinary team. 


SUICIDAL LEVELS: ADEQUATE 
STAFFING/RESPONSIBILITIES 


A patient’s history and ability to carry out a plan and 
take action are considered when deciding whether a 
patient should be on a suicide watch. One-to-one 
observation is implemented for patients at high risk. If 
it is determined that a patient will immediately make 
an attempt on his or her life if left alone, then the 
patient’s condition is considered high risk and war- 
rants one-to-one observation. The nursing staff then 
must assign one staff member to observe the patient 
at all times, never letting the patient out of sight. 
Fifteen-minute and 30-minute observations are 
reserved for patients with a lower risk to act out their 
impulses, that is, those who express suicidal thoughts 
but are less likely to carry out a plan. Unfortunately, 
the clinical decision about the level of observation to 
assign to a patient is often based on the number of 
staff assigned to the unit rather than the condition of 
the patient. Clinical decisions must be based on the 
clinical situation regardless of staffing patterns. One- 
to-one observation should be determined by clinical 
need, not availability of staff. Hospital administration 
is responsible for obtaining staff to carry out all the 
responsibilities of the unit, including the one-to-one 
observation. Less stringent suicidal watch levels 
should not be instituted if one-to-one observation is 
clinically warranted. Determining levels of care on the 
basis of staffing rather than clinical need compromis- 
es clinical care and may leave a window of opportu- 
nity for the patient to undertake a harmful act. 
Hospital staffing patterns may then be reviewed, leav- 
ing the hospital open to scrutiny and possible negli- 
gence. 

Staff assignments for suicidal patients can result in 
increased liability. Many times a staff member 
assigned to the one-to-one observation may also be 
informally assigned to (or asked to complete) other 
responsibilities as well. This type of assignment 
negates the definition of one-to-one observation and 
provides inadequate nursing care, which is not con- 
sistent with the patient’s condition. A one-to-one sui- 
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cidal watch demands that one staff member be with 
that patient at all times. 

Ethically, voicing opposition to these assignment prac- 
tices is nursing’s responsibility. Staff must be obtained to 
properly care for all patients. Nursing personnel must 
advocate for patient safety and take a proactive position 
in obtaining needed resources (Wysoker, 1997). Silence 
allows administration to continue with inappropriate 
practices. Nursing and hospital administration increase 
their liability when such practices are condoned. Risk 
management strategy is to prevent this practice at all cost. 


One-to-One Observation Staffing 

Another concern that may have a negative affect on 
the suicidal patient is having one staff member 
assigned per shift. Usually one staff member is 
assigned for the entire shift, with the exception of 
meal breaks. Is it realistic to observe a patient for an 
entire 6 to 7 hours, without taking your eyes off the 
suicidal person for a moment? This task is difficult and 
may result in false security, providing a suicidal patient 
with the opportunity to harm himself or herself. 
Furthermore, having the same staff member observe 
the patient for an entire day may increase the patient’s 
anxiety. Changing nursing personnel every 2 hours 
may be more useful, giving the patient an opportuni- 
ty to interact with a variety of personnel. Thus, one-to- 
one observation would not be perceived as just that, 
to watch the patient and prevent harm; rather, 
increased interaction among patient and staff would 
provide additional therapeutic interventions. As nurses 
our ethical responsibility is to prevent harm, and by 
implementing the aforementioned suggestions, nurses 
are indeed doing good for the patients for whom they 
assumed a duty to provide care (Wysoker, 1999a). 


SAFE ENVIRONMENT 


Providing a safe, protective environment is another role 
for nurses who care for suicidal patients. Providing 
such an environment is a joint effort between unit staff, 
nursing administration, and hospital administration. 
Any possible item that may be used to inflict harm must 
be identified. All dangerous objects must be absent 
from the unit. Diligence in this regard is a crucial risk 
management strategy. Any deviation will leave the hos- 
pital and staff vulnerable to a lawsuit. 


HOSPITAL POLICIES AND PROCEDURES 


Hospital policy must include the procedures for treat- 
ing suicidal patients. The written policy should be 
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implemented. If nursing personnel do not appropri- 
ately follow written hospital policy, they could be 
found negligent should a malpractice suit arise. 
Furthermore, a unit cannot informally practice one 
policy and have a different policy in writing. Nurses 
need to pursue any situations that prevent adherence 
to the written policy with nursing and hospital admin- 
istration or their risk management department. By 
doing so, nurses decrease their liability and that of the 
hospital. 


DOCUMENTATION 


Attention to all the aforementioned risk management 
strategies is crucial. However, without documentation 
that the strategies have been instituted, one cannot 
say that the strategies were indeed implemented. The 
medical record represents the patient in the court sys- 
tem. All treatment interventions must be documented 
in the patient’s chart. The nursing assessment of sui- 
cidal risk, any changes in the patient’s condition, all 
behaviors exhibited by the patient, and treatment 
interventions must be documented clearly in the 
medical record. All communication among health 
professionals also must be delineated clearly. Sharing 
information is crucial. If all team members are not 
apprised of the patient’s current status, an undesir- 
able event may result. The parties involved in the lit- 
igation use the medical record to defend their posi- 
tions. The chart can be the nurse’s friend or enemy. 
Good nursing care should be reflected in the medical 
record. 


LIABILITY AND THE ADVANCED PRACTICE 
PSYCHIATRIC NURSE 

In addition to the role discussed for the psychiatric 
nurse generalist, advanced practice psychiatric nurses 
are now being held liable for the care and decision 
making rendered to the patient in their role as prima- 
ry therapist. If the patient is presently in the commu- 
nity and is assessed as suicidal, the advanced practice 
nurse (APN) must arrange for protection to prevent the 
patient from harming himself or herself. Arranging for 
such protection would involve immediate hospitaliza- 
tion if indicated. If the APN is employed in the hospi- 
tal setting, appropriate therapy would need to be pre- 
scribed and all clinical decisions would need to be 
clearly recorded in the patient’s chart. The patient 
would need to remain hospitalized until he or she 
were no longer actively suicidal. Appropriate dis- 
charge plans must be finalized, and the referral source 
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must be fully apprised of the patient’s past and pre- 
sent condition relating to his or her suicidal tenden- 
cies. Any and all communication with the referral 
source likewise must be documented. The discharge 
summary should provide this information. This way, 
the transition to outpatient treatment is thorough and 
provides the best continuity of care. 


MANAGED CARE AND THE SUICIDAL 
PATIENT 


Initiating hospitalization for high-risk suicidal patients 
and determining the most appropriate time to dis- 
charge them has been drastically affected by the world 
of managed care. Balancing the need for cost contain- 
ment and the need for treatment is certainly a consid- 
eration for suicidal patients. Approval for hospitaliza- 
tion may be questioned or denied, thus placing the 
clinician in a precarious position (Wysoker, 1997). If 
inpatient treatment is denied, should the APN pursue 
admission and challenge the decision of the insurance 
company or continue to treat the patient outside the 
protective environment of the hospital according to 
the insurance company’s decision? Likewise, clinicians 
are sometimes pressured to discharge a patient earlier 
than a clinical decision may indicate. A clinician’s pro- 
fessional judgment is crucial. In both situations, the 
clinician has the therapeutic relationship and is most 
qualified to make professional decisions on behalf of 
the patient. If in the clinician’s professional judgment 
hospitalization is deemed necessary, then treatment 
must be pursued with the managed care company. A 
court ruling in Wilson v. Blue Cross of Southern 
California (1990) determined that the physician had 
the responsibility to appeal the decision if the patient 
required further treatment. 

As patient advocates, APNs should negotiate the 
right for treatment on behalf of their patient with the 
appropriate insurance company. Doing so decreases 
their liability and offers appropriate psychiatric treat- 
ment. 


TYPES OF TREATMENT 


Ethically and legally, nurses must advocate for the 
patient’s right to treatment. Hospitalization has always 
been a safe and prudent clinical decision when a 
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patient is expressing suicidal intentions. However, 
nurses must not forget that patients are also legally 
entitled to the least restrictive treatment modality. This 
right was affirmed in 1975 in the court case of Dixon 
v. Weinberger (1975). Therefore, once a patient’s 
immediate suicide risk is eliminated and he or she is 
no longer at high risk of committing suicide, outpa- 
tient treatment services should be used for continua- 
tion of treatment. The hospital and nurse may be 
liable if a least-restricted setting was available for treat- 
ment and not acted upon. 


CONCLUSION 


As mentioned in my first column (Wysoker, 1999b), 
earlier this year the Joint Commission on the 
Accreditation of Healthcare Organizations (CAHO) 
identified inpatient suicides as sentinel events. JCAHO 
defined a sentinel event as “an unexpected occurrence 
involving the death or serious physical or psychologi- 
cal injury, or risk thereof’ QCAHO, 1998, p. 7). 
Hospitals need to report any deaths from suicide to 
JCAHO as a sentinel event. Of all sentinel events 
reported to JCAHO since 1995, suicide ranked the 
highest, with 117 cases CAHO, 1999). This column 
has addressed how nurses can use risk management 
strategies and take the lead in preventing this sentinel 
event. By doing so, excellent nursing care is adminis- 
tered and liability is decreased. 
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